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CLAIM
TOTAL

“THIS 1S TC CERTIFY THAT THE FOREGOING INFORMATION iS TRUE, ACCURATE, AND COMPLETE.
| UNDERSTAND THAT PAYMENT WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY
FALSE CLAIMS, STATEMENTS, OR DOCUMENTS, OR CONCEALMENT, OF A MATERIAL FACT, MAY
BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS.”
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